Social prescribing has been used in some form in the National Health Service (NHS) since the 1990s, but in recent years there has been increased interest and investment by the United Kingdom (UK) government to include a wider range of community interventions and activities (NHS England, 2014) , in part to make the approach more sustainable (Dyson, 2014) . Social prescribing links people, through general practitioner (GP), nurse or other primary care referral, to local non-medical and social welfare support agencies in the community that provide activities and social interactions that may benefit health. Social prescribing particularly targets populations facing significant social, economic or psychological risk factors that themselves contribute to many preventable diseases and conditions. Often these populations experience lifestyle and social challenges, such as smoking, drug or alcohol misuse and unemployment, which in addition may exacerbate underlying ill-health and disease (Dyson, 2014) . The kinds of interventions or activities that may already exist, but would now be eligible for referral by a GP, range from 'knit and natter' clubs, health promotional educational groups, arts, creativity, learning and exercise on referral, to fishing clubs (Dyson, 2014) .
Clinical Commissioning Groups (CCGs) within the NHS have been tasked to work with local social care providers, charities and other community groups to identify suitable projects for funding (NHS England, 2014) . This clearly not only offers opportunities for all allied health professions (AHPs) but also meshes with related governmental drivers for AHPs to be more substantively involved in public health and the promotion of wellbeing (Public Health England and Allied Health Professions Federation, n.d.).
As one such example of promoting occupational therapy to a CCG, MSc students (authors Bell and Flanagan) on a role-emerging placement at Leeds Beckett University were placed into a GP practice in a socio-economically deprived community. The students worked with local agencies, social care services, charities and an adjacent community centre to consider how a multiagency 'project' of group activities and interventions could be presented to GPs at the medical practice as suitable for patients to be referred to.
As part of this placement, the students presented an evidence-based social prescribing strategy to primary care staff and local commissioners as an alternative approach to prescribing medical care alone. Their strategy considered the occupational injustices that the population concerned were facing as a consequence of high levels of unemployment, crime, alcohol and drug abuse. Commissioner feedback was that this proved 'enlightening', and the strategy also considered the effectiveness of social prescribing in terms of occupational science, from a philosophical perspective.
The student project also described in practical terms how a social prescribing strategy of occupational therapy interventions, including lifestyle, social and support groups, located within a local community centre close to the GP practice, might work. This and other projects via role-emerging placement have been commissioned locally, so also providing opportunities to promote occupational therapy.
Student examples are laudable, but of course are only the beginning. Occupational therapists must consider expanding current practice to match services being commissioned within the health and social markets, and consider whether the profession can lead in the area of social prescribing. Historically, occupational therapists have been at the forefront of providing group and individual programmes that help people engage in a range of meaningful occupations, including those that promote health, social interaction and self-efficacy. Despite this, a review of the evidence concerning social prescribing (Dyson, 2014) demonstrates the lack of any occupational therapy, whether in research or as a provider of such services, that might be deemed as 'social prescribing'. Might this be owing to commissioners considering occupational therapy to be solely concerned with rehabilitation within predominantly condition-specified and hospital-based services? Certainly, occupational therapists working within the social care sector in the UK are perceived largely as focusing on home assessment and equipment provision, despite, for instance, many examples of well-known occupational therapy community-based social interventions with well elderly populations worldwide.
Occupational therapists should not lose their valuable role in advocating for meaningful, authentic social occupations that are known to be of intrinsic benefit to health; they also have the advantage of knowing how to address a variety of barriers to occupational engagement. Currently, AHPs are being urged to contribute more meaningfully to health promotion; social prescribing could offer occupational therapists a means to fulfil this. Role-emerging placements offer glimpses into potential new areas of practice for the profession on which we need to capitalise. We should not miss this opportunity for occupational therapy to make its mark on such a pertinent, globally relevant area for our profession's practice and research.
